ealth services research in general and systematic JL. investigation of what goes on in individual health-care encounters have increased dramatically over the last several decades. This subject, at one time thought not amenable to scientific inquiry and relegated to the domain of &dquo;art of medicine&dquo; or &dquo;bedside manner,&dquo; is now the focus of many serious investigations. Aspects of doctor-patient interaction and interactions between other health professionals, patients, and families are being better-understood and are included in formal curricula for all health professionals. Societal changes have contributed to the study and teaching of the doctor-patient relationship and patient-doctor communication.
These changes include competitive marketing in the health-care field, as well as the fear of litigationespecially since it has been shown that more malpractice litigation is due to communication breakdown than to technical errors alone.
What has been learned from these investigations is at times contradictory ; yet occupied), only a small fraction of information relevant to health behavior will be recalled.
As more patient visits take place in urgent-care centers and emergency rooms, any studies that shed light on effective strategies for health education in these settings are welcome and need to be heeded.
The present study is not necessarily generalizable, but it highlights that simply telling a patient somethingespecially when there are a large number of &dquo;somethings&dquo; -in no way guarantees that the patient will remember and understand what he or she was told.
Further systematic research is needed in order for us to learn which are the best strategies and what is the best timing and &dquo;dos-age&dquo; for transmitting information most effectively. What kind of information does a patient need following a particular visit for an illness in order to (1) engage in adaptive behavior and (2) not to experience undue anxiety? Anxiety is known to interfere with learning, and excessive fear arousal may interfere with appropriate subsequent health behavior.
It is also of interest that written instructions did not improve recall. It bears out other demonstrations that all forms of educational reinforcement in the health-care setting need to be adapted to the patient's learning style as well as to the particular circumstances. Written instructions for those patients who feel that this will be useful have been helpful. It can be assumed that other forms of reinforcement, such as audiovisual aids, will be even more effective in an epoch when reading and writing are not the coin of the land, as far as information exchange is concerned.
The setting in which health education takes place, linking information offered to the patients' perceived concerns, making the process interactive, and encouraging patients' questions and requests for further interpretation are all important issues. Practical application of these principles needs to be implemented and tested. With current changes in healthcare delivery, with the decrease in continuity of the doctor-patient re-lationship, and with increased utilization of episodic health care, the obstacles will mount. Therefore, attention to the way in which principles of adult education can be adapted to various circumstances needs to be emphasized. This will require both skill and judgment on the part of the health professional. There will have to be some flexibility in choosing the most important and most relevant items to transmit to patients and families, instead of compulsively covering everything. We need to get past the idea that in order to &dquo;cover&dquo; ourselves we need to say everything. We need to recognize that what is heard, Learned, and acted upon by the patient is the measure of our effectiveness. Without these efforts, patient health and adaptation will not be optimal and we will not achieve effective health care.
